Because of the anatomy of the region, surgical access to the anterior and anterolateral aspects of the cervical spinal canal is difficult by a posterior approach, i.e. by carrying out a laminectomy. Retraction of the spinal cord in order to approach space-occupying masses lying anterior to the cervical portion of the cord and roots, e.g. spondylotic bars, disc protrusions and tumours, carries a definite risk, as the blood supply may be compromised. Thus in cases of cervical spondylosis, surgeons tend to rely on a wide laminectomy, as well perhaps as division of several dentate ligaments. The posterior operation may weaken the neck muscles, and some degree of post-operative subluxation may occasionally develop. Long-term follow-up examinations show that the results of posterior decompression procedures, especially for cervical spondylosis, are sometimes poor (Bradshaw 1957 , Harris 1963 .
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The Anterior Operation
An anterior approach to the cervical spine has therefore been developed (Smith & Robinson 1955 , Cloward 1958 . This approach has been found safer and easier than the posterior operation. The disc and osteophytes may be completely excised, and the spine fused locally; this should also prevent further osteophyte formation.
The main indications for the operation are: (a) Disease of cervical discs, especially when nonoperative measures have been unsuccessful for radicular or myelopathic syndromes resulting from cervical spondylosis or from soft disc protrusions (Harris 1963) . In cervical spondylosis any subluxation proves amenable to correction and fixation by the anterior procedure. (b) Certain injuries of the cervical spine due either to hyperextension of the neck or to hyperflexion. The operation may prove invaluable for the excision of an acute ruptured disc and for stabilization of the cervical spine by the bony fusion. (c) Certain neoplasms and infective processes, e.g. tubercle of the cervical spine.
The technique requires knowledge of the surgical anatomy of the region, which can be gained in the anatomy and autopsy rooms.
Cloward's technique has been preferred, with modifications of certain of his instruments. A special guide to direct the guard sleeve to the appropriate part of the disc has been found useful, and the handle for the guard sleeve is an advantage so that it may be held firmly whilst the disc and osteophytes and the adjacent vertebral bodies are being drilled. A Desoutter high-speed grinder with a small burr has been found useful in removing lateral osteophytes; by means of this instrument, cervical nerve roots and radicular arteries may be decompressed. The vertebral artery too may be decompressed in patients with vertebro-basilar insufficiency due to cervical spondylosis.
Present Series
Twenty-six patients have undergone this anterior operation in the past two years. Cervical myelopathy was the indication for operation in 24 patients and 8 of these had one disc (i.e. including osteophytes) operated on, and 10 had two. In 1 patient three discs and associated osteophytes were excised. Five patients had had a wide decompressive laminectomy carried out previously and the anterior operation was performed because of subsequent clinical deterioration. In 2 of these patients, subluxation of the cervical spine had occurred. One showed definite clinical improvement soon after the anterior decompression-fusion procedure. The other 4 patients have not shown any significant neurological recovery. In the other 19 patients with cervical myelopathy, the clinical results are promising, with early neurological improvement particularly of motor power and spasticity; so far no patient has regressed. However, the average period of follow-up is only eleven months, while 9 of the patients had the 807 47 operation over a year ago. Careful follow-up radiological studies, including myelography, are also being carried out and further reports will be given when the series is larger and a longer period of observation has been possible. The clinical results are better than those obtained in 53 patients with cervical myelopathy who were treated by decompressive laminectomy (Harris 1960) . One of the 26 patients had cervical spondylosis with involvement of the left C.5 and C.6 nerve roots. This. patient was operated on quite recently. A further patient had sustained a fracture-dislocation at the C.5/6 level as a result of a hyperextension neck injury. There was a massive dorsal protrusion of the C.5/6 intervertebral disc with tearing of the dura mater, and compression of the spinal cord. At operation a large collection of cerebrospinal fluid was found under the longus cervicis muscles and when these were separated a tear was found in the anterior common ligament opposite the C.5/6 intervertebral disc. Cerebrospinal fluid spurted out through this opening. The disc was found to be completely disorganized and it was possible to excise it completely including a sequestrated portion which was impinging on the anterior aspect of the theca and spinal cord. The dura and arachnoid were torn. The patient is making a remarkable improvement after a severe tetraparesis, and he has been discharged home, ambulant, using one stick, and with complete bladder recovery four and a half months after operation.
In 3 of the early cases a partial temporary Horner's syndrome appeared as a post-operative complication. There have been no other complications.
Summary
The anterior approach can be recommended for the excision of cervical discs for cervical myelopathy and for certain other conditions where there is anterior compression of the spinal cord. The early results are superior to those obtained by a posterior (laminectomy) operation, but the longterm results, clinical and radiological, are not yet known.
See-saw Nystagmus by Peter H Schurr FRcs (Guy's Hospital, London)
The condition of see-saw nystagmus was first described by Maddox (1914) at a combined meeting of the Sections of Neurology, Ophthalmology and Otology. Since then, only 6 cases have been described. It is therefore appropriate to report 2 more cases.
Where the information has been adequate, the nature of the nystagmus has always conformed exactly to the description given by Maddox (1914) , which is as follows: 'The appearance of the eyes when viewed from a distance exactly resembled a see-saw, one always rising as the other was falling. On closer inspection the rising of the right eye and the falling of the left was seen to be accompanied by conjugate parallel torsion to the left; the falling of the right and rising of the left by conjugate parallel torsion to the right.' He went on to say that the rise and fall was about 1 mm in extent and that the oscillations were undulatory (Fig 1) .
Case 1 S M, female aged 13 This girl had shown recognizable features of hypopituitarism from the age of 7 years. Her height was 3 ft 11 in. (120 cm) and her bone age 7-9 years. She was referred to me by Dr Philip Evans with a six months' history of left temporal headache. Unusual movements of the eyes had been observed by her family, and recently there had been disturbance of vision and occasional vomiting.
On examination, in addition to the features of hypopituitarism, she had bitemporal hemianopia, and spontaneous see-saw nystagmus exactly following the description by Maddox. The nystagmus tended to disappear on sustained fixation and returned at once when the direction of gaze was changed. There was slightly more movement in the abducting eye. Mr C S Hallpike kindly examined her and found no positional nystagmus, and normal optokinetic nystagmus for all speeds of the drum. Caloric nystagmus was normal and distinguishable from the other movements. Approximate measurements from cine-film show the rate to be about four complete cycles per second, the excursion about 1 mm and the rotation about 20-30 degrees. Visual acuity was normal, and there was no significant heterophoria in this patient or in the prototype.
Radiography confirmed the clinical diagnosis of a craniopharyngioma and showed both an intrasellar and a large suprasellar portion. This caused displacement of the anterior part of the third ventricle and early ventricular enlargement. Following an operation for partial removal of the cystic tumour on May 28, 1962, the see-saw nystagmus disappeared and her visual fields returned to normal.
